It was in 1765 that Morgagni first described the triad of hyperostosis frontalis interna, obesity, and virilism. More than 150 years later Stewart (1928) and Morel (1930) , on examining hyperostosis frontalis interna in psychiatric cases, suggested that the combination of hyperostosis and endocrine and neuropsychiatric disturbances was a definite syndrome. This came to be called the Morgagni, or Morgagni-Stewart-Morel, syndrome. Hyperostosis, discovered at necropsy or radiologically, is not very uncommon in psychiatric conditions, and this may have tempted many authors to assume a causal relationship, for in many papers there is no clear definition of the syndrome and the bony changes are loosely spoken of as if they constituted the syndrome itself. Grollman and Rousseau (1944) have even stated that the diagnosis could be made without x-ray confirmation of bony change. Sherwood Moore (1936b) found hyperostosis frontalis interna in 1-44% of 6,650 skulls examined radiologically, and calvarial hyperostosis of all sorts in a total of 3-48%, from which he defined a symptom complex which he referred to as " metabolic craniopathy ".
Medical literature is replete with accounts of the condition, e.g., van Bogaert (1930) , Fracassi and Marelli (1936) , Roger (1938 ), Notkin (1953 . Grollman and Rousseau (1944) found calvarial hyperostosis in 78 or 4-1 % of 1,620 skulls of mental patients in North Carolina. No authors have so far described a consistent or specific neuropsychiatric picture which they found associated with hyperostosis frontalis interna in a significant number of cases. Isolated cases have been described in which cerebral atrophy has been demonstrated by pneumo-encephalography (Moore, 1944) , and some authors have suggested, without very much evidence, that hyperostosis damaged the brain directly. This may occur in very rare cases. Roth (1941) , who discusses this question, believes that the cranial bone changes and the psychiatric disturbances are of separate origin.
Some authors (Mortimer, 1938, and Andre Calame, 1951) Stengel (1940) which is relevant to the question. These authors investigated a familial craniopathy and described post-mortem findings in the mother of the patient. At that time the patient showed a paranoid psychiatric picture. She was thick-set, obese, with some degree of hirsutism. Her physical constitution resembled that of her father. After the publication of the paper, the patient, who had been married, was divorced and re-married. Hyperostosis frontalis interna was demonstrated by radiography in her first child, who appears to have had a normal development and schooling, and is now believed to be normal, aged about 15, but she has not been available for examination since the divorce. There are four normal children as a result of the re-marriage, in whom radiological examination shows normal skulls. The patient is supervised by her husband; she has an extensive system of paranoid delusions with thought disorder, and manages her home very badly. (Dorfman, 1948) . t Adrenal response : This is indicated by a drop in eosinophils of 30%, and increases in uric-acid/creatinine ratio of 20% and in ketosteroid/creatinine ratio of 5% (Reiss, Hemphill, Early, Maggs, Cook, and Pelly, 1951) .
t Thyroid activity was measured by radio-iodine (Haigh, Reiss, and Reiss, 1954) . Three of the 11 patients showed slight masculine distribution of hair-facial, chest, pubic. None of these, however, demonstrated any other associated endocrine dysfunction. Grollman and Rousseau (1944) (Caughey, 1952) .
The statement of Grollman and Rousseau (1944) that although " x-ray changes need not be present . . . they remain the most constant and reliable characteristic of the disorder" must be qualified, in spite of the large number of cases they have investigated. Clinical and laboratory investigations in our series have shown that a definite condition of hyperostosis need not be associated with a definite syndrome and the occurrence of the bony changes may be entirely coincidental. Summary Eleven female patients suffering from various psychiatric disorders with associated hyperostosis frontalis interna were investigated. Ketosteroids, adrenal response activity, thyroid activity, physical development, and endocrine state were within normal limits. There was no hypertension and no obesity. Electroencephalographic and neurological tests, when abnormal, were in keeping with the psychiatric diagnosis.
No relationship of symptomatology was found to suggest a diagnosis of Morgagni's syndrome.
It is concluded that hyperostosis frontalis interna may occur fortuitously with psychiatric or endocrine disorders, but it seems probable that Morgagni's syndrome-if it exists as a psychiatric identity-is very much rarer than hyperostosis frontalis interna in psychiatric patients.
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